Aims: This article describes young people's interpretation of HIV, AIDS and sexually transmitted illness in a rural South African community in Mankweng, Limpopo Province. Method: The study was based on 19 focus group discussions with adolescents aged 12-14 years. Results: Our participants had limited knowledge about HIV from a biomedical perspective. Their understanding and interpretations of HIV and other sexually transmitted diseases were largely informed by traditional and religious belief systems that explain how and why people contract an illness via sexual intercourse. Based on these interpretations, they also expressed distrust towards the medical health system, and where to go for care, support and treatment. Local traditional healers were often mentioned as the only people who could cure several of the sexually transmitted diseases described by our informants. Conclusions: The ways of understanding HIV, AIDS and other sexually transmitted illnesses may weaken efforts of health education interventions based solely on a medical and modern notion of disease. The authors emphasise the importance of exploring traditional and religious belief systems and taking these into account when planning and designing behaviour change interventions.
Background
In South Africa, an estimated 5.5 million people were living with HIV in 2005 with a rising trend nationally in HIV infections [1] . Historically, the South African government has shown little commitment in the fight against HIV, and at the top-most political levels has contributed with confusing information about the HIV epidemic [2] . Despite efforts made, the outcomes of HIV interventions have been largely inadequate and ineffective in curbing HIV incidence and most interventions are costly and not always efficient and cost-effective [3] [4] [5] . It has been strongly argued that the epidemic needs to be confronted with more innovative intervention approaches based on a more thorough understanding of the context in which it appears to be flourishing [6, 7] .This is especially important as the knowledge among young people is often driven by alternative rationalities that might underpin HIV prevention programmes [8] .
Knowledge about people's subjective understanding of STI/HIV/AIDS, and insights into the competing interpretations of the disease that impact both positively and negatively on HIV intervention efforts are scarce, and largely neglected in health behaviour research [9] . Previous research has had a focus on HIV and AIDS, excluding STIs, and thus misses contradictions and complexities that emerge when exploring people's construction of illness and health [10] . Indigenous views of illness demonstrate coherent patterns where causation, prevention and treatment are related to one another in functional ways, and where the representation of illness is firmly grounded in culture and socialization [11, 12] . However a biomedical approach that is often used in HIV interventions, and traditional views on illness, frequently appear to be in direct conflict with one another, with potentially adverse consequences. This is especially important today as the current trend is to scale up and roll out anti-retroviral therapy (ART). However, research on ART in relation to sexual behaviours and interpretation of sexual related illness in low-income contexts is a new field due to the fact that ART has only become available in recent years. The biomedical outset in ART interventions often fail to incorporate the cultural construction of sexuality and how individuals adhere to key recommendations (if given) and treatment options. This is even more pertinent in relation to traditional treatment as some substances have shown to interact negatively on ART [13] .
Biomedical explanations of how and why sexually transmitted HIV is contracted often fail to take into account an indigenous perspective, which people use when making sense of illnesses. Indigenous perspectives are important, as they not only inform social interactions, but also options for seeking health care and support, and for preventing illness. Traditional healers are commonly consulted in many resourcepoor settings in Africa and STIs are one of the most common reasons for people to visit traditional healers [14] [15] [16] . In rural South Africa, traditional beliefs and practices are prevalent and socioeconomically reinforced, and thus constitute one of the most important and available options for health care and support [17] .
As key actors within certain contexts, traditional healers have a respectful audience. They possess indepth knowledge of the cultural context which would aid in behaviour change, and of the care and support of people affected by HIV and AIDS [14] . The potential of traditional medicine (TM) is today well recognized by organizations such as WHO and UNAIDS, which facilitate the integration and monitoring of TM into national health care systems for effective collaboration between the two systems [18, 19] .
However, the analysis of underlying and entrenched belief systems that influence the way people interpret STI/HIV/AIDS, sexual risk reduction, and stigma, as well as the social environments where interventions can be carried out, have often been reported as weak and insufficient [11, 17, 20] . The result is that many interventions that are informed by foreign interpretations of illness do not reflect local understanding. These interventions may therefore fail to address core issues that affect the well-being of people. Kaboru et al. [21] stress the importance of collaboration between different health systems that should include traditional medicine in interventions. According to these authors, the reason for a broader approach is that many modern health care workers are reluctant to accept community organizations that promote TM or faith healing as partners in AIDS care efforts. Clearly, exploring different health care systems and how people interpret illness is essential better to meet the needs of different groups and to strengthen preventive, care and support structures and highlight pertinent obstacles to health-seeking behaviours.
Further, there are an increasing number of articles focusing on adolescent sexuality in South Africa and several report the age of sexual debut at approximately 16 years [9, 22] . However, few studies target young children (Bhana, 2007) or those who have just entered puberty. Most research has been conducted with samples whose ages span the teenage years up to the age of approximately 24 years. Some studies even have cohorts that include individuals up to the age of 35. These cohorts' wide age ranges are of limited value when addressing the diverse needs among different age groups [23] .
Aims
The aim of this article is to explore the interpretation of HIV and sexually related illnesses among [12] [13] [14] year old school students in a rural South African community, and provide insights that are of importance when planning HIV interventions and education among these young people.
Methods
Participants were recruited from community schools in rural Mankweng about 30 kilometres east of the provincial capital city, Polokwane, Limpopo Province, South Africa.
Focus Group Discussions (FGD) with 72 grade eight school students aged between 12 and 14 years were conducted. Seven were conducted with males only, seven with females only, and five with both males and females. Volunteers were recruited among students who participated in a larger survey, which took place in 2004 and included 30 of 64 Mankweng schools. Students were asked during the initial phase of the survey to participate in a group discussion. No school personnel or teachers were involved in the volunteer and selection process. The FGDs took place in a classroom in each of the schools and aimed at investigating normative aspects of behaviour and views on sexuality and illness and the research team continued with group discussions until saturation was met, which meant that 19 FGD were undertaken in total. Each FGD were facilitated by one male and one female trained moderator and lasted for approximately one and half hours. Discussions were conducted in the home language of the participants. After obtaining participants' consent, the sessions were audio-and videotape recorded and notes were taken during the discussions. This ensured that the translation and transcripts were as complete and accurate as possible. Discussions were based on an open-ended thematic question guide, designed to help the facilitator conduct the interviews, and to secure that essentially the same themes were covered in all the FGDs. When using such a thematic question guide, the facilitator is free to explore, probe, and ask questions that will elucidate particular areas of interest and to word questions spontaneously, but with the predetermined theme in mind. The thematic question guide focused primarily on sexuality, gender and illness to investigate how young people depict normative aspects of related behaviours. Despite differences in compositions of the focus groups and that the interviews were audio-recorded, the informants talked easily about sexuality related topics and with few variations between the groups.
All the schools were situated in a rural community where most parents are functionally illiterate. Permission to conduct the survey and the FGDs was granted by each of the participating School Governing Bodies (SGBs). SGBs are made up of parents and teachers, and are the highest decision-making body in the schools. Ethical clearances for the focus group study were obtained from the Ethical Board of Karolinska Institutet, as well as from the University of Limpopo and the Limpopo Provincial Department of Education Ethics committees in South Africa.
Data analysis
''Open coding'' formed the basis of the analysis [24] , which involved a line-by-line analysis of the transcripts, in order to: (i) label phenomena; (ii) identify concepts; and (iii) group the concepts into categories. The transcripts were read and categories were reviewed several times in order to ensure that concepts pertaining to the same phenomena were placed in the appropriate category and the range of views expressed within each code was summarized into overview grids by the first author. A method of thematic coding and analysis was then employed [25] . The initial thematic codes arose from the thematic question guide that targeted sexuality, HIV, illness and health-seeking behaviours. Subsequent codes, such as harmful practices, impurity, belief systems and preference of treatment and support, emerged from close reading of the transcripts. Draft analyses of each major thematic code were discussed in detail by the research team.
Results

Portrayal of HIV, AIDS and sexually related illnesses
There was an overall understanding among the participants that HIV and AIDS are major threats in the community together with violence and some other infectious diseases. In their view, HIV and AIDS were closely associated with sexual encounters, bringing socio-cultural normative systems, gender and traditions into the essence of their understanding of the epidemic. In all focus groups, four common understandings of HIV and AIDS were expressed. Firstly, unprotected sex was risky and viewed as the mode of transmission. Secondly, blood was understood as contaminated by the HIV, and people's HIV status could be ascertained by a blood test. Thirdly, participants were unanimous in their opinion that HIV and AIDS were overtly visible, for example someone with frizzy hair, low body weight and bad skin was probably infected, and a healthy-looking person was not. Clearly, they were unable to distinguish between the virus, the actual syndrome, and later stages in the disease progression. Fourthly, AIDS was closely associated with death.
Other illnesses viewed as related to sexual intercourse with symptoms such as genital pain, discharge (drop) and itching and how they occur was dominant in the focus groups, which influenced their interpretation of HIV and AIDS. These were described in competing traditional and biomedical terms.
Harmful practices and impurity
Young people's descriptions of sexual encounters entailed several different explanations as to why illnesses occur and how they are contracted. Two major themes expressed in the FGDs were acts performed by women in relation to sexual encounters that could be directly harmful and the impurity of an individual. Here, the interpretation of the cause to illness, often referred to as a STI with related symptoms, went beyond a biomedical explanation. One common view was that of different practices that causes disease and discomfort related to sexual intercourse. ''. . . putting a needle in the mouth that causes some diseases. When having sex, you catch STDs by such behaviour.'' (Boy, singled sexed FGD).
''When you penetrate your penis into a girl vagina, she immediately keeps money into her mouth very tightly; he will suddenly feel pain and as a result take it out. '' (Boy, singled sexed FGD).
''Even if you are talking to a girl, you will hear that she keeps something in her mouth. You must ask her what is in her mouth. If she doesn't want to tell you, you must insist she will take it out.'' (Boy, singled sexed FGD).
The female practice of putting a needle or coin in her mouth during sexual intercourse explained why specific illnesses were contracted. Hence, rationalizations shifted the focus towards blaming women for illness and provided an explanation where males could distance themselves from acquiring an STI based on a practice deeply imbedded in the local context.
Another common understanding of illnesses among the informants is grounded in a notion of impurity, which includes not only physical symptoms, but also mystical disturbances. The respondents referred to this contracted state of illness as Go khutla, a critical condition that males can experience due to the impurity of women. This condition was described as very serious and is believed to even be deadly to men. Women are seen as the ultimate cause of illness, due to impurity caused by death, menstruation, miscarriage, abortion, or if a woman has sexual intercourse with a man while pregnant with another man's child. One participant described the specific symptoms of Go khutla in the following way:
''The penis swells; it's the wrong mixture of sperms and blood in him.'' (Boy, singled sexed FGD).
That the blood becomes contaminated due to contact with impure women constitutes the ultimate explanation for what causes illness, which further manifests the blame discourse and help men externalizing contracted illness.
Another state of illness believed to be contracted via sexual intercourse was referred to as makgoma. This illness is similar to Go khutla in that it is based on the notion of impurity. Some of the participants described makgoma in the following way:
''I always hear people saying Makgoma is when a boy slept with a girl who has had an abortion, he will get sick, and have Makgoma.'' (Girl, mixed sexed FGD).
''If I was in love with a boy, and it happens he dies, I must be treated. If not, the next person I have a relationship with will die.'' (Girl, singled sexed FGD).
Makgoma can also be described as impurity of an individual, which can lead to the death of one's partner. Both males and females can experience this condition that requires purification and treatment with Muti (traditional medicine). Reference to makgoma shows how the participants interpreted STIs via a traditional lens, which provided an explanation of why an illness occurs and necessary preventive actions that made sense to them and was provided by a traditional healer.
Religious beliefs
Intersected with indigenous beliefs, religious beliefs were explored when our participants discussed STI/HIV/AIDS that provided another interpretation outside of medical explanations. Most people in the area belong to the Zion Christian Church (ZCC), which is the largest so-called independent church of South Africa. Often, the church provides people with alternative ways of dealing with illnesses and gives comfort and solutions to health problems such as HIV and AIDS.
The participants expressed conflicting views, whether AIDS was a curse from God and a way to punish humans. A person that often is trusted in the community, like the pastor, gave contradictory information about the reasons for HIV and AIDS as well as options for treatment. Religious beliefs often frame the individual as a sinner and illness as due to misbehaviour and thus provide reasons as to why HIV and AIDS occur.
Preferred choice of treatment and support
The indigenous and divine explanations for HIV, AIDS and sexually transmitted illnesses inform the rationale behind health-seeking behaviours. In the FGDs, traditional medicine was highly valued among most of the participants, and was often viewed as more potent than that provided at the local clinic. This was particularly evident in relation to sexually transmitted infections where seeking traditional cures meant that the infection needed to be framed in a socially-sanctioned traditional way. The participants discussed their preferred choice of health care and support if they had to seek treatment for HIV or other sexually transmitted infections.
''Traditional doctors are better than hospitals and clinics because in the hospital you may find a doctor who is a friend to a person who caused your illness and there the doctor can infect you with some diseases without you knowing it. So a traditional doctor can give me medicine which will protect wherever I go.'' (Boy, singled sexed FGD).
''I normally hear people saying there are nurses who inject other people with HIV infected blood and you may end up infected yourself.'' (Boy, Singled sexed FGD).
Several of the informants expressed their distrust of healthcare providers at clinics. Although this distrust was not expressed by all participants, most participants supported traditional medicine as the first choice for treatment based on their interpretation for how and why sexually transmitted illnesses occur.
Discussion
This article examines some key competing belief systems which may have a profound impact on young people's health and health-seeking behaviours in relation to HIV and AIDS. Besides a biomedical explanation to illnesses, young people depict several different illnesses and how and why these were contracted. These include both indigenous knowledge systems as well as religious explanations, which often are in direct conflict with, or are incorporated into, a biomedical perspective. However, this research could have benefited from a stronger ethnographic approach, which would have allowed a more in-depth exploration of how young people interact with different groups in the community as well as how this affects young people's level of knowledge and behaviours. FGD used in this study limits the scope and depth and can only present normative views among young people in this specific context.
This article demonstrates that young people are aware of the link between HIV and sexual encounters, but an understanding from a biomedical perspective was often limited and was rather informed by the indigenous knowledge systems, which affects their choice of treatment and care. Implications may be that people will find it difficult to undertake sexual risk reduction strategies, adhere to medical regimens, and reduce the stigma towards people affected or infected by HIV. This corresponds to previous research showing that traditional interpretation of sexual illness has an impact on health-seeking behaviours and that service providers need to be better informed in managing STI/HIV/AIDS [10, 15] . Other views, such as a divine explanation to illness and how to cure it, provide young people with another set of competing rationalities. This is consistent with other studies that found that young people's sexual agency, interpretation of STI/HIV/ AIDS and sexual practices are often closely tied to religious belief systems [17, 26, 27] . As Agadjanian [28] suggests, the church provides a divine cure for physical ailments and social misfortune, which is particularly attractive to socially and financially disadvantaged people.
Further, the construction of sexuality and related illness brings gender into to the core of any analysis as it affects the power dynamics. Several conditions were viewed as something brought to men by women and thus facilitate HIV transmission and other diseases. This view is important as the explanation places women with the power to perform harmful acts, and thus helped these boys to externalize their locus of control in relation to illnesses that may affect them. This might have implication on how women are viewed and with following stigmatization that can affect in what way women seek health care.
The subjective understanding of the causes of, and cures for, illnesses has a profound effect on people's health-seeking behaviours and how they can adhere to recommendations given by health clinics. Despite many initiatives undertaken by both international and national organizations such as voluntary testing and counselling, health communication campaigns and up-scaled access to treatment, little seems to have influenced how people interpret sexually related illness in the rural areas. These contexts are characterized by contradicting and competing belief systems with which prevention and treatment efforts have to deal with. The rationale behind young people's actions is often viewed as irrational by many HIV prevention programme implementers committed to a biomedical approach to the disease. However, people's actions should not be understood as irrational, but rather as having been informed by a perspective where possibilities to take action are guided and influenced by multiple sources and actors. In these instances, different hegemonies work together to provide truths, comfort and explanations that an eclectic individual can relate to and make sense of. The views depicted in this study represent young teenagers and are context specific. More research aimed at how culture influences sexual behaviour and the interpretation of illnesses needs to be undertaken in relation to interventions in the future to enhance programme outcomes.
Conclusion
Young people's interpretations of illness are key in effective planning of HIV interventions as competing views can weaken the outcome of behaviour change programmes. Interpretations carries gender characteristics that should be analysed in relation to age, as age is a most pertinent factor that will determine how young people will be able protect their sexual health based on their unique needs. It is therefore important that interventions develop support structures that can help young people endorse individual action. This is particularly important for policy makers and planners of sexual and reproductive health interventions in predominantly rural communities in Africa.
